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Brief CommunicationsFibrovascular polyps of the esophagus
Parvez K. Sultan, MD, Bryan F. Meyers, MD, G. Alexander Patterson, MD, and Joel D. Cooper, MD, St Louis, MoFibrovascular polyps are uncommon benign tumors of theesophagus. Synonyms include fibroma, fibrolipoma, pedun-culated lipoma, and fibroepithelial polyp. Eighty percentarise just distal to the cricopharyngeus and can then
progress to either an intramural or an intraluminal tumor, with some
having both components.1 We report the cases of 2 patients who
underwent resections for both types of polyps.
Clinical Summary
PATIENT 1. A 38-year-old man had, in recent months, a cough and mild
stridor. A chest computed tomographic scan revealed a posterior
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Endoscopy revealed an intramural mass and tracheal narrowing at the
thoracic inlet. In 1988, a routine chest radiogram first indicated
deviation of the trachea. A right transverse cervical incision ensued,
and after identification of the recurrent nerve, a myotomy just below
the cricopharyngeus revealed a glistening, cylindrical, white mass that
extended 13 cm inferiorly. Through the cervical approach, with min-
imal extension of the myotomy, this intramural mass was totally
removed, without incurring a mucosal rent. The myotomy site was
closed with interrupted silk sutures, and the patient remains asymp-
tomatic 4 years later.
PATIENT 2. A 58-year-old woman presented with dysphagia and
occasional right-sided neck pain on swallowing. Barium studies re-
vealed a large filling defect within a dilated esophagus (Figure 1, A).
At the time of endoscopy, an intramural polyp was seen projecting
intraluminally 4 cm above the hiatus (Figure 1, B). A right postero-
lateral thoracotomy was made through the bed of the resected fifth rib,
and after incision of the mediastinal pleura, the soft mass was readily
palpable in the esophagus. A 2-cm myotomy was made above the
azygos vein, and by means of blunt dissection, the intramural portion
of the mass was freed inferiorly to its site of intraluminal protrusion.
A circumferential incision of the mucosa around the perimeter of the
polyp allowed its removal from within the esophageal lumen. The
polyp was then totally extirpated by means of further blunt dissectionIntraluminal protrusion of polyp.
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Brief Communicationssuperiorly in the submucosa (Figure 2). Redundant mucosa resulting
from the intraluminal protrusion of the lesion at the site of polyp
extraction was resected with a TA30 vascular stapler (Ethicon, Cin-
cinnati, Ohio). The myotomies were closed with interrupted 4-0 silk
sutures.
Discussion
In 1922, Vincent was the first to surgically remove a fibrovascular
polyp, and by 1957, only 6 cases were reported from the Mayo Clinic.
In the interim, case reports have been more frequently forthcoming.
Both the intraluminal and the intramural polyps arise from the
lamina propria and can be smooth, lobulated, or multilobulated. The
mucus membrane of squamous epithelium is usually intact over both
varieties of polyps, but mucosal ulceration can occur as a result of
food intake or peptic digestion. Microscopically, loose fibrovascular
tissue with myomatous and fatty changes is seen in varying degrees.
The origin in the proximal esophagus permits caudal extension
of the polyps through the propulsive act of swallowing. Death from
regurgitation of a pedunculated intraluminal polyp has been re-
ported.2 Postmortem examination revealed a larynx blocked by a
Figure 2. Gross pathology, patient 2.polypoid mass. Regurgitation of a mass into the mouth associated
1710 The Journal of Thoracic and Cardiovascular Surgery ● Decwith acute respiratory distress has been reported. Some patients
who become aware of a mass in their hypopharynx obtain relief by
swallowing or manually reducing the polyp.
Dysphagia, the most common symptom of both types of fibro-
vascular polyps, can first occur only when the lesion has become
markedly enlarged. Totten and colleagues3 categorized the gastro-
intestinal symptomatology resulting from such masses, which in-
cluded dysphagia, regurgitation, vomiting, anorexia, and hiccups.
Respiratory symptoms of cough, dyspnea, stridor, wheezing, re-
current episodes of aspiration, pneumonia, and choking spells have
been reported. Pain, if present, was manifested by substernal
epigastric distress, frequent sore throats, and the sensation of a
mass in the throat.
Barium studies and an esophagoscopy are necessary to estab-
lish the diagnosis.4 The polyps might not be visualized during
endoscopy because of their intramural location, but a barium
swallow usually demonstrates a significant filling defect within the
widened esophagus suggestive of an intraluminal mass.
Although small lesions can be removed by means of endos-
copy, the presence of a pedicle, which can be highly vascular,
should mandate either a cervical incision or a thoracotomy for
resection.5 It should be emphasized that although some polyps can
be intraluminal, totally intramural lesions can be freed up by using
a small myotomy, with subsequent dissection within the wall of the
esophagus through a cervical incision.
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